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patheticotonic because clinically they do not always fit conveniently into
these twin pigeon-holes. The terms when used here should be inter-
preted in a relative sense. Most cases can be assessed with reasonable
accuracy by a careful study of symptoms and signs.
Nausea and vomiting are commonly bracketed together, but either Nausea and
may occur alone. Early onset of nausea, perhaps accompanied by dry- vomitins
ness of the mouth, and increasing in severity until followed by vomiting,
which even although repeated fails to relieve it, points to sympathetic
activity. When vomiting is a comparatively late sign, preceded by
salivation but little or no nausea, occurring suddenly and without much
effort, and followed by at least temporary improvement in well-being,
predominance of vagus action may be presumed.
Headache may occur in all types. In those of a vagotonic tendency it is Headache
often an early and persistent symptom; in sympatheticotonics it more
commonly follows nausea and vomiting. Headache often coincides with
vertigo and is sometimes associated with photophobia. It is usually
frontal but in vagotonia may be vertical, temporal, or occipital.
Dizziness is a common complaint in sea- and air-sickness but much Vertigo
rarer in train- or car-sickness. True vertigo may occur, originating in.
labyrinthine, optic, oculomotor, gastric, or vasomotor disturbances.
More commonly the complaint refers to a sense of confusion and diffi-
culty in muscular co-ordination. I have never known a patient to fall
through the vertigo of sea-sickness. In this and other respects it closely
resembles Freud's description of the vertigo of an anxiety neurosis.
Whereas restlessness and excitement indicate sympathetic activity, Lassitude
extreme lassitude is common in sea-sickness of the vagal type. The
combination of physical and mental depression must be distinguished
from the fatigue induced, even in immune subjects, by the difficulty of
walking about in rough weather.
Circulatory changes are detected most easily in the pulse-rate. When Circulatory
vagus activity predominates the recumbent rate is commonly from 60 c mnges
to 70; in sympatheticotonic cases it is more likely to be about 80.
Blood-pressure usually tends to fall or rise according as the vagus or Blood-
sympathetic is the more active. Mercurial instruments are useless in Pressure
stormy weather, and sphygmomanometry under conditions leading to
any form of travel-sickness is manifestly liable to inaccuracy. A rough
indication of the blood-pressure is furnished by the increase in pulse-
rate when the patient sits up after lying down. In health, after the brief
acceleration caused by the effort of rising and lasting about ten seconds,
the increase is seldom far removed from 10 per cent of the original rate.
In so far as it exceeds this figure, the blood-pressure is likely to be lower
than normal. The effects produced by sympathetic activity are more
variable.
Vasomotor instability is a feature of most forms of travel-sickness. Vasomotor
Flushings alternating with pallor and cold sweats are common. The lnsiablhiy
onset of an attack in which vagus activity predominates produces in
slow motion the features of vaso-vagal syncope, namely, slow feeble
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